INTRODUCTION
Munchausen's syndrome is a particular type of factitious disorder applied to individuals who repeatedly gain hospital admission or medical attention by simulating illnesses with dramatic but untruthful complaints. It was first described by Asherl who dedicated the syndrome to Baron Karl Friedrich Hieronymus Von Munchhausen (1720-1797) because of the resemblance of the wanderings and fabrications of these patients to the travels and fantastic stories attributed to the Baron. Asher described somatic complaints and grouped them into acute abdominal, haemorrhagic, and neurological types. More somatic varieties have since been reported2.
Subsequently, psychological presentations have also been described, but most of the medical literature has focused on factitious disorders with physical symptoms. Psychological presentations include claims of auditory hallucinations, depression, hysteria, bizarre behaviour3'4, and post-traumatic stress disorder3. The American Psychiatric Associa-tion6 also refers to presentations with memory loss, dissociative symptoms and suicidal ideation. Not uncommonly, patients simulate more than one system, concurrently or successively3.
Munchausen's syndrome is generally regarded as irremediable. There is great difficulty in both engaging and keeping these patients in psychological treatment. This is partly because of the difficulty in recognizing the patients, who often use fictitious identities. By the time a physician determines that they need psychiatric care they may have left the hospital. These patients also tend to avoid psychiatric attention, possibly because they equate it with being 'found out'. Once engaged in psychological treatment, their tendency to wander makes them uncooperative in follow up. Thus, Carney and Brown3 inferred that the 'wanderers' have a poorer prognosis than the 'non-wanderers'. Only one successful treatment by means of a structured dynamic behaviour modification programme lasting 3 years, has been found in the literature, although the patient was only followed up for 2 years after discharge7.
We report here a patient presenting with neurological and psychiatric complaints concurrently, and discuss how we reached the diagnosis and attempted to engage him in psychiatric treatment.
CASE HISTORY
The patient is an unemployed man in his mid-30s who stated that he had been wheelchair-bound since a road traffic accident 8 years ago, which left him with paraplegia, grand mal epilepsy, double incontinence and chronic lower back pain. He was brought into casualty after being found apparently attempting to commit suicide by 'waiting for a fit to occur so that he would fall off his wheelchair into a river'. He was admitted to another local hospital the day before for seizures but discharged himself because of 'problems with Venflons'. En route to casualty he was witnessed to have tonic-clonic seizures which developed into status epilepticus despite 30 mg intravenous diazepam. However, his seizure stopped suddenly while attempts were made to insert a nasopharyngeal tube. He was admitted to a neurological ward.
Little was known, or indeed could be verified, about his background. He stated that he was born in Devon and was taken into care between the ages of 2 and 16, during which time he was 'physically, mentally and sexually abused'. He was unable further to expand or give the address of the carers. He had not seen his parents since being taken into care and had no knowledge of his own family. Since leaving care he had served as a rescue worker for 10 years on the south-west coast which he enjoyed. Eight years ago, when on his way to a call, he was hit by a truck and was taken into the Royal Devon and Exeter Hospital where he stayed for 8 months. He stated that two children died as a consequence of him not arriving at the scene. Since the accident he had been unemployed and living on social benefit alone. A history obtained later suggested that he could not provide a general practitioner's address because he attended many different surgeries pretending to be a visitor to gain short prescriptions of his usual analgesic, an opiate, and an anticonvulsant. Eight months before admission he had been evicted from his flat by the landlord and since then had been homeless and had travelled to many different places in his St James' University Hospital, Beckett Street, Leeds LS9 7TF, England Correspondence to: Dr Sean Lynch, Senior Lecturer in Psychiatry, Academic Unit of Psychiatry, Level 5, Clinical Sciences Building, St James' University Hospital wheelchair, sometimes several hundred miles. He said he had felt suicidal recently because he was 'fed up' with his physical state. He denied other previous hospital admissions or past psychiatric history.
On examination he appeared well-built and wellkempt with no smell of urine. There was no sign of muscle wasting or fasciculation in the lower limbs, which were normal in tone but reduced in power. Tendon reflexes and plantar responses were normal. There was an inconsistent level of sensory loss. During interviews he often appeared verbally aggressive and angry and made occasional suicidal threats. During admission he developed further fits, but with a normal electroencephalogram. He refused a blood test for prolactin level to help confirm the diagnosis of epilepsy. The fits were thought to be pseudoseizures and his antiepileptic medication was gradually withdrawn. On one occasion he was noticed to stand up by the nursing staff when he was not being closely observed. He was assessed by the liaison psychiatry team and was later transferred to a psychiatric unit for further inpatient assessment.
Contact with the Royal Devon and Exeter Hospital revealed no record of his stated admission. Later it was noticed that he had been claiming social benefits using a different name and date of birth during this admission. The Department of Social Security queried this and obtained a previous address, revealing also that he had recently been to another major teaching hospital some 60 miles away. During that admission he was in his wheelchair and threatened to jump from the eighth floor of a car park that had no lift. He gave a similar history to the psychiatrist at this hospital who diagnosed factitious disorder. Hostel accommodation was arranged but he left after being confronted with his inconsistent history and signs.
During this psychiatric admission there was no observable sign of depressive or psychotic illness. He often appeared aggressive, demanding, and histrionic, once threatening to set himself on fire while holding a petrol can in one hand in casualty. When it was put to him that there was no obvious organic basis for his disabilities he later agreed his problems might be 'part physical and part psychosomatic' and was willing to try a course of physiotherapy and occupational therapy to improve his mobility. This was based on a cognitive-therapy behavioural approach aimed at reattribution of his illness beliefs, while using physiotherapy techniques to help improve muscle function and power. This technique enabled him to engage in a constructive, practical treatment: it acknowledged that the patient was disabled on one sense, and was meant to encourage him to examine psychological factors accounting for his disability. He felt less suicidal and started to attend day hospital. However, the day after he realized our discovery of his double identity, he became angry and aggressive when not supplied with a special 'Shaolin' religious meal, and discharged himself from the ward.
DISCUSSION
This case illustrates how difficult it can be to identify patients with Munchausen's syndrome. The patient used different names and dates of birth when attending different hospitals. His background sounded plausible, but could not be verified since he did not provide the exact names and addresses of the care institution or the rescue service. He had no relatives, no registered general practitioner and no fixed abode. He partly 'gave himself away' by providing the name of the hospital in Devon. However, it was not until he was found to be using another name to claim social benefits that his previous hospital presentation was traced, leading to a firm diagnosis. The Department of Social Security may be particularly helpful in tracing these patients' past hospital admissions. Their tendency to wander frequently makes them unsuitable for employment and hence reliant on social benefits. A patient's previous addresses (including those at hospitals) can easily be traced by searching the computer record by National Insurance number. There are ethical issues surrounding confidentiality in this approach that demand wider debate. As illustrated by this case, previous medical records may contribute significantly to the diagnosis and formulation of future management plan. Since these patients often self discharge before there is enough time to recognize them and to make psychiatric assessment we argue that this approach is effective, efficient and ethical in gathering this vital information in order to provide the psychiatric treatment needed and to prevent unnecessary investigation and physical treatment.
The histrionic, dramatic, aggressive and at times overfamiliar behaviour of the patient reported here is typical of Munchausen's syndrome2. Indeed Carney and Brown3 argued that these patients conform to the diagnostic criteria of borderline personality disorder. Their multiple and factitious medical presentations are in line with the diversity of psychological and somatic presentations of borderline patients with their accompanying multiple and disparate diagnoses.
During admission for psychiatric assessment our patient became more receptive to psychiatric treatment and was willing to engage in occupational therapy and physio-therapy with the aim of improving his neurological symptoms. He also started to attend psychiatric day hospital to prepare for followup after discharge from hospital. Our approach was to confront him with the discrepancies between his symptoms and the results of our physical and psychiatric assessment, while at the same time offering behavioural and psychotherapeutic treatment. However, like many similar patients, he disengaged from treatment prematurely.
